
PA02-2002:  CNS STIMULANT REQUEST 
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CLIENT NAME ________________________ DOB: ___________      SEX: M F    (CIRCLE ONE)  

MEDICAID ID NUMBER:   ___________________________  

PRESCRIBER NAME: _______________________________________ PRESCRIBER DEA #: ________________________ 
PRESCRIBER OFFICE ADDRESS:  ___________________________________________________________________________ 

 ___________________________________________________________________________ 
OFFICE PHONE NUMBER  (            ) _________- _______________ 

REQUESTER NAME:  _____________________________________    RN /MD /R.PH / ____ 

PHONE NUMBER    (         ) _____-__________________________        FAX NUMBER  (         )_____-_________ 

DRUG REQUESTED                           _______________________________________   STRENGTH __________  

REQUEST TYPE       (CIRCLE ONE)       INITIAL / REAUTHORIZATION        START DATE ___________ UNITS / RX __________   
DURATION OF THERAPY:     1   3    6    9    12  MONTHS   (CIRCLE ONE)    DOSING FREQUENCY: __________    

 

INDICATE THE RELEVANT DIAGNOSIS WITH ����������	���
��������������
������������������ �&'%�(��!'#!�%%�����������
APPROPRIATE ICD-9 CODE.  ������� www.dhs.ri.gov/dhs/heacre/provsvcs/mpharpa.htm�
 
NARCOLEPSY      ICD9 CODE  
 

ATTENTION DEFICIT DISORDER ICD9 CODE  
 

ATTENTION DEFICIT HYPERACTIVITY DISORDER ICD9 CODE:  
 

MAJOR DEPRESSIVE AFFECTIVE DISORDER  ICD9 CODE:  
 

MAJOR DEPRESSIVE DISORDER  ICD9 CODE:  
 

DEPRESSIVE DISORDER     ICD9 CODE:  
 

OTHER     ICD-9 CODE:    

 
COMMENTS:  
 
 
 
 
 
PRESCRIBER SIGNATURE _______________________________________________________ DATE ____________________ 
By Signature, the Prescriber confirms the criteria information above is accurate, verifiable by client records and available for review upon request. 

 

PA # _____________    APPROVED____________  

DENIED ______________ 

PENDING ADDITIONAL INFORMATION________   

DATE /TIME OF RECEIPT ____________________  

DATE/TIME RESPONSE _____________________  

REVIEWER ______________ 

COMMENTS:  
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